Introduction
Introduction
In 2014, the Centers for Disease Control and Prevention estimated that there were 29.1 million people living with diabetes in the United States (U.S.), representing 9.3% of the U.S. population [1] . Foot ulcers and subsequent infections are a serious, yet common, consequence of longstanding, uncontrolled diabetes. Diabetic foot infections (DFIs) are the leading cause of nontraumatic lower extremity amputations and result in approximately 66,000 amputations each year in the U.S. Additionally, the costs associated with DFIs are approximately $174 billion annually [1] .
Staphylococcus aureus is a commonly reported pathogen among DFIs. This pathogen presents many treatment difficulties, particularly in the provision of appropriate empiric antimicrobial therapy. Approximately 40-50% of all S. aureus isolates exhibit methicillin resistance which confirms almost universal beta-lactam resistance. Recent treatment guidelines have recommended empiric anti-Staphylococcal coverage for all patients with a DFI [2] . The need for antimicrobials active against methicillin-resistant S. aureus (MRSA) is recommended in patients with risk factors associated with MRSA infections, specifically previous MRSA infection and high local prevalence of MRSA [2] ; however, limited data exist to support these recommendations [3] [4] [5] .
The rapid rise of antimicrobial resistance, specifically MRSA, during the first decade of the 21st century posed many problems for practitioners. However, recent reports have indicated a decrease in the prevalence of MRSA in certain disease states [6, 7] . Due to the changing epidemiology of MRSA, and the consequences of unnecessary antibiotic therapy, guidance regarding the necessity of empiric MRSA coverage in DFIs is needed.
The objectives of this study were to: 1) describe the prevalence of MRSA DFIs at a large academic teaching hospital and compare to the proportion of patients who receive MRSA antibiotic coverage and 2) identify risk factors for MRSA DFI.
Methods

Study design
This study was approved by the Institutional Review Boards at the University of Texas Health Science Center San Antonio and University Health System, San Antonio, TX. Both institutions waived the need for informed consent. This was a retrospective cohort study of all DFI patients managed at University Hospital, San Antonio, TX between January 1, 2010 and September 1, 2014. We included all hospitalized, adult patients (age 18-89 years) with a principal International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM) code for foot infection and a secondary code for diabetes within the study period (Table 1) . We limited our cohort to only those with at least one DFI pathogen identified through microbiological analysis. Patients meeting inclusion criteria were identified using an electronic search for ICD-9-CM codes using administrative records, followed by a manual chart review to confirm DFI diagnosis and to collect all other variables.
Study definitions
Patient demographic characteristics were identified at the time of the eligible hospital visit and included age, sex, self-reported race, and self-reported Hispanic ethnicity. Comorbidities were also assessed at the time of the eligible visit and included all Charlson comorbidities, as well as any infection with methicillin-susceptible Staphylococcus aureus (MSSA), MRSA, any Enterococcus species, or vancomycin-resistant enterococci (VRE) in the 30 days prior to the eligible visit. The following health care-associated variables were also collected: hospitalization for two or more days in the past 90 days, hospital length of stay, comorbidities, DFI therapies, duration of therapy, prior intravenous or oral antibiotics in the past 30 days, and chronic hemodialysis. Vital signs and laboratory values were collected on the day of DFI diagnosis if available. All antibiotics received in the hospital or prescribed for outpatient use following discharge were recorded. We defined MRSA therapy as receipt of any of the following antibiotics: vancomycin, daptomycin, linezolid, clindamycin, doxycycline, minocycline, tetracycline, and trimethoprimsulfamethoxazole. DFI was classified by severity using a modified Infectious Diseases Society of America severity classification as outlined in the clinical practice guidelines [2] . A mild infection was defined as a local infection requiring oral antibiotics only. A moderate infection was defined as an infection of deeper tissues or bone involvement requiring intravenous antibiotics. Lastly, severe infections were those in which patients required intravenous antibiotics and met two or more systemic inflammatory response syndrome criteria. Bone involvement was defined as a diagnosis of osteomyelitis. Finally, all pathogens identified in the DFI wound culture were recorded. Pathogens were identified by Gram stain, biochemical testing, and the Statistical analysis JMP 11.0 1 (SAS Corp., Cary, NC) was used for all statistical analyses. We first described our patient population using medians and interquartile ranges for continuous variables and counts and percentages for categorical variables. We described the proportion of patients with MRSA DFI compared to other pathogens. These data were presented as counts and percentages and compared using the chi-square test. Next, we calculated the proportion of patients who 
Results
Patient characteristics
The limited dataset used to analyze study data can be found in the S1 File. Overall, 318 patients met inclusion criteria. Table 2 describes the patients' baseline characteristics. Patients had a median (interquartile range) age of 52 (45-59) years and were predominately male (69%) and Hispanic (79%). The median (interquartile range) Charlson Comorbidity Score was 4 (3-6) and common comorbidities included: hypertension (76%), dyslipidemia (52%), obesity (49%), peripheral vascular disease (37%), and kidney disease (12%). Common previously identified MRSA risk factors were intravenous (15%) or oral antibiotics (43%) in the last 30 days and recent hospitalization (19%). Nearly one-quarter (24%) of patients' infections were classified as severe and nearly half (48%) had bone involvement (i.e., osteomyelitis). A total of 123 (39%) patients received a lower-extremity amputation during hospitalization.
Pathogens and antibiotic therapy
The most common DFI pathogens identified through microbiological analysis are provided in Table 3 . S. aureus was the most common pathogen, representing 46% of culture-positive DFIs. Overall, only 15% were classified as MRSA. A total of 273 patients (86%) received MRSA antibiotic coverage, resulting in 71% unnecessary use. Vancomycin was the most commonly prescribed antibiotic for DFI, accounting for 78% of all antibiotics. Piperacillin/tazobactam was also prescribed frequently, with 70% of patients receiving this antibiotic. Other commonly prescribed antibiotics included: ciprofloxacin (15%), clindamycin (13%), and doxycycline (11%). Ceftriaxone (6%), ampicillin/sulbactam (3.8%), and amoxicillin/clavulanate (2.8%) were not commonly used.
Risk factors for MRSA DFI
In bivariable analyses, patients with MRSA differed significantly from those with any other pathogen with respect to several variables. Patients with MRSA were more often male (85% versus 66%, p = 0.0085), less likely to have hypertension (62% versus 79%, p = 0.0105), and were more likely to have been previously diagnosed with MRSA (15% versus 6%, p = 0.0398). Patients with MRSA were also more likely to have a severe infection (36% versus 22%, p = 0.0464), or bone involvement (62% versus 46%, p = 0.0431). Median white blood cell count was also higher in the MRSA group (12 x 10 9 /L versus 11 x 10 9 /L). In the multivariable analysis, only male gender (OR 3.09, 95% CI 1.37-7.99) and bone involvement (OR 1.93, 1.00-3.78) were found to be independent risk factors for MRSA DFI.
Discussion
This study identified S. aureus as the most common pathogen among inpatients with DFI in a large academic teaching hospital; however, the rate of MRSA was low. This finding is of particular interest considering that nearly three-quarters of patients received anti-MRSA therapy. Furthermore, male sex and bone involvement were identified as independent risk factors for MRSA DFI. S. aureus is the most common pathogen among skin and soft tissue infections (SSTIs), [8] though recent studies have demonstrated a decline in MRSA SSTIs in recent years [7] . The prevalence of MRSA DFI among inpatients ranges from approximately 5% to 20%, with less clear trends than non-DFI SSTIs [5] . Interestingly, prior studies have not demonstrated worse outcomes among DFI patients with MRSA compared to other pathogens [9] [10] [11] [12] .
Our study identified male sex and bone involvement as risk factors for DFI. To our knowledge, this is the first study to report male sex as a risk factor for MRSA specifically in DFI patients; however, one prior study found male sex to be associated with acquisition of MRSA in hospitals [13] . This might be attributed to the higher prevalence of MRSA risk factors among men as compared to women. Hartemann-Heurtier et al. [10] found osteomyelitis to be a risk factor for multidrug-resistant organisms in DFI. This might be due to poor penetration of antibiotics into the bone, which would select for resistant bacterial strains.
Other studies have noted the following risk factors for MRSA DFI: recent antibiotic use, previous hospitalization, extended duration of the foot wound, and nasal carriage of MRSA [10, 11, 14, 15] . The most commonly cited risk factor, as one might expect, is a history of MRSA infection. Prior MRSA infection and severe infection were statistically higher among patients presenting with MRSA DFI in bivariable analyses, though these factors did not remain statistically significant in multivariable models.
Knowledge of MRSA prevalence and identification of those patients most likely to be infected with MRSA could help guide clinician decision-making to use more aggressive therapies in those who need it most, while limiting aggressive therapy in low-risk patients. This would be especially important for those who participate in antimicrobial stewardship programs. The Centers for Disease Control and Prevention reported that as much as 50% of all antibiotic use is inappropriate. The improper use of antibiotics unnecessarily exposes the patient to potential complications of the therapy. Furthermore, the overuse of antibiotics drives antimicrobial resistance and is likely to increase the health care burden. We encourage facilities to closely monitor the prevalence of MRSA to help drive clinician decision-making in treating DFI. As unnecessarily aggressive therapy targeted against multidrug-resistant organisms has been associated with higher mortality in patients in other disease states, it is paramount to identify patients at high-and low-risk of MRSA DFI in order to provide tailored therapy [16] . This study has potential limitations. First, we utilized a retrospective cohort design that includes data collection from electronic medical records. Cohort studies might be subject to misclassification bias and confounding by unmeasured variables. Additionally, electronic medical data are created for the purpose of patient care, not for research, and might contain errors. Next, we utilized a single-center, inpatient, predominately Hispanic DFI population; therefore, results might not be generalizable to outpatients or populations with different demographics. Furthermore, prior hospitalization and antibiotic use were limited to the study hospital or as specifically noted in the medical record, which could potentially lead to misclassification bias of these MRSA risk factors. Physician preferences and other unmeasured factors, such as nasal MRSA carriage, may have influenced the decision to initiate one antimicrobial agent over another; however, we were unable to determine these associations with our study design. We were also unable to determine the importance of certain bacterial species, like Enterococci and Group B Streptoccoci, as this study was not designed to differentiate between contaminant and true DFI pathogen. Lastly, our sample size was relatively small which could have limited the power to detect differences among MRSA and non-MRSA DFI patients.
Conclusions
Although MRSA was the causative pathogen in a small number of DFIs, antibiotic coverage targeted against MRSA was unnecessarily high. Our findings don't support empiric use of anti-MRSA therapy in all DFI patients; however, larger epidemiological investigations are needed. 
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